forms were included in the study. Excluding total nine students who were unable to understand and fill the self-assessment form. Rural students studying in the school in Pune city recruited in the study were 242. Rural students from rural Mudkhed block, district Nanded, were 219; making a total of 461 students.
We perceived difficulty in understanding original English DASS-21 as well as available elite Marathi version of DASS-21 by all these students from a rural background. Hence, we translated English DASS-21 into simple, comprehensible Marathi language, back-translated by bilingual language expert, validated by a team of bilingual experts in psychiatry and community medicine faculty. The DASS-21 tool and additionally a questionnaire consisting information about sociodemography and stressors such as harsh parental behavioral experiences, adverse events during the past 1 year, disturbed family relations, and addictions were used. The pretesting was carried out in the schools from a similar rural area other than study area in the same district. Following operational definitions were used. On day one, after introduction, informed consent forms were distributed to the students to seek the consent of the parents/local guardians/custodians and assent from the student was obtained. On day two, the DASS-21 tool along with the structured questionnaire was administered after giving instructions about filling the self-assessment form. Self-assessment forms filled by the students were collected through multiple visits.
Severity rating depending upon the score points for depression, anxiety, and stress items was done as per illustrious DASS-21 as normal, mild, moderate, severe, and extremely severe. [2] Data were analyzed using SPSS 20.0 statistical software; the prevalence was measured per 100 students and expressed as a percentage. Chi-square test was used to find out the association between prevalence and related factors/stressors; a P < 0.05 was considered statistically significant.
Among participated study individuals 267 (58%) were boys and 194 (42%) girls. The mean age of participants was 16 years (+0.92 standard deviation). Of total 461 students, 126 (27.3%) were of normal mental health. The rest were having either single or multiple mental conditions, i.e., depression, anxiety, and stress of various grades, i.e., mild, moderate, severe, and extremely severe. Among them 85 (18.4%) were having the single condition, 110 (23.9%) were having two conditions and 140 (30.4%) students were having all of three conditions. Table 1 depicts the proportion of students having depression anxiety and stress, gender and school location wise. There was no gender wise and school location wise significant difference except stress. Stress was significantly high among rural students studying in urban schools. Table 2 depicts that all students did not respond to questions pertaining to all stressors. It shows number of students responded to questions pertaining to various stressors, proportion of students with different stressors and proportion of these students having depression, anxiety, and stress with stressors. Students experiencing stressors such as harsh parental behavior experience, negative feeling about own academic performance, adverse events experienced during the past 1 year and disturbed family relationships were found to be significantly more depressed, more anxious, and more stressed as shown in Table 2 . Students smoking cigarettes or chewing tobacco were having significantly higher levels of depression, anxiety, and stress. Alcohol drinking and students who experienced sexual intercourse had significantly higher levels of anxiety.
Stress, anxiety, and depression are correlated with each other. Anxiety is the reactive expression of stress whereas depression is manifestation of long-standing stress. [1] Although it is not a clinical assessment; the proportion of students with depression (53.9%), anxiety (59.7%), and stress (43.8%) detected in this study is alarmingly high. These rates are similar to few past studies carried out using DASS tool; depression (18.5%-51.3%), anxiety (24.4%-66.9%), and stress (20%-53%). [3] [4] [5] [6] Most of the studies were having lower rates than the present study, but some studies noticed higher rates than the present study using different instruments such as the Beck Depression Inventory Scale for depression (71.25%), [7] stress (87.6%) using Perceived Stress Scale. [8] Almost all the above studies were conducted in urban or affluent adolescent population. This study highlights that mental health of the rural adolescent students is more adversely affected contrary to the popular presumption about rural and urban adolescents' mental health. Gender-wise prevalence of depression, anxiety, and stress is controversial. Some studies reported no significant difference in gender-wise rates as found in the present study [4, 8] but in contrast to this study observation, some studies noticed significant higher rates among females. [3, [5] [6] [7] This study does not substantiate the assumption of higher rates among girls due to exposure to more stressful environment in our gender biased society.
The proportion of students smoking (3.7%) and tobacco chewing (5.2%) was similar to a study of adolescents in urban Patna city; [9] whereas alcohol drinking (6.3%) was higher than this Patna study. [9] The observed proportion of students having sexual intercourse experiences (7.3%) in this study was higher than a previous study in Pune city in 2012 (1%-6.3%) [10] and indicates notable increase in a span of 5 years. Some previous studies also reported the association of some stressors such as disturbed family relationship, [7, 8] academic situations, [3, 8] tobacco use, [3, 6] and alcohol consumption [3] with these mental health ailments as found in the present study. The study results would help public health planners and private health sectors as well the education sector to take prompt and appropriate measures to address the mental health of the adolescents. High prevalence of depression, anxiety, and stress among rural adolescent students points out the need of strengthening adolescent mental health initiatives in rural areas also. High levels of stress among rural adolescents studying in the urban area facing and acclimatizing different new environment may be considered at high risk to address this special situational problem. Stressors associated with high levels of ailments should be tackled by proper counseling of students as well as of parents. Addictions and high-risk behavior can be averted by taking the required steps at this foundation stage of life.
The findings of this may not applicable to urban as well as general rural adolescents including nonschool going adolescents. This study cannot be used as a clinical diagnosis of depression, anxiety, and stress as it is only screening and self-assessment of the mental conditions.
